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.Introduction: Complications of Takayasu’s arteritis are usually ischemia of certain organs caused by progressive
arterial narrowing, while dilative lesions or formation of aneurysms are relatively uncommon.
Report: A 43-year-old man with the chief compliant of abdominal discomfort underwent an enhanced computed
tomography scan which showed a 30 mm  23 mm superior mesenteric artery aneurysm. Because of the acute
downward angulation of the superior mesenteric artery and inappropriateness for larger sheath placement
brachial arteries, the aneurysm was excluded with a stent-graft via the common carotid artery approach.
Discussion: Stent-graft implantation through the common carotid artery is a feasible approach for the
endovascular treatment of superior mesenteric artery aneurysms when unfavorable anatomic limits exist.
 2013 European Society for Vascular Surgery. Published by Elsevier Ltd.
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Takayasu’s arteritis (TA) is a rare, non-speciﬁc inﬂammatory
vasculitis which predominantly affects the aorta and its
major branches, causing stenosis or aneurysm formation.
Superior mesenteric artery aneurysm (SMAAs) formation in
TA is uncommon; however, with the risk of rupture, it is
considered to be potentially life-threatening and treatment
is usually recommended, even for asymptomatic in-
dividuals.1,2 In patients with TA, the routine femoral
approach for endovascular treatment might be difﬁcult and
some unconventional approaches may be taken.
REPORT
A 43-year-old man with the chief compliant of slight
abdominal discomfort underwent an enhanced CT scan
which showed a 30 mm  23 mm superior mesenteric ar-
tery aneurysm (SMAA) and stenoses in the infrarenal
abdominal aorta and right renal artery. He had other
complaints such as fatigue and intermittent claudication but
had no fever, abdominal pain, headache, or dizziness. While
undergoing a physical examination, a difference in systolic
blood pressure between the arms of 14 mmHg was found. A
mild stenosis (about 30%) was detected in the left subcla-
vian artery by the ultrasound, which also showed the
patency of bilateral brachial arteries with diameters ofese authors contributed equally to this work.
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Open access under CC BY-NC-ND license.3 mm and 3.2 mm. The result also conﬁrmed the patency of
the bilateral common carotid arteries (CCAs) with diameters
of 8.2 mm and 7.4 mm (Fig. 1). No vascular bruit was
noticed in the neck, heart, back, and abdomen; the eryth-
rocyte sedimentation rate and C-reactive protein were
normal.
A diagnosis of non-active TA was made and the patient
was taken to the hybrid operating room. Because of the
acute downward angulation of the SMA, the femoral route
failed. Since the diameters of the brachial arteries were
small for placement of a 9F (minimum) sheath, the CCA
approach was adopted. Therefore, under general anes-
thesia, a standard incision was made to expose the right
CCA. First, a purse-string suture was placed on the anterior
wall of the CCA, the middle of which was punctured; then a
10F long sheath was introduced after heparinization
(30 mg). The angiography showed a branch directly arising
from the aneurysm, below which another branch with a
similar supplying region was found. So, an 8 mm  40 mm,
self-expanding stent-graft was implanted to exclude the
aneurysm with the aneurysm-derived branch covered.
The patient had a smooth recovery with no major
adverse events. After the procedure, oral antiplatelet was
started (clopidogrel, 75 mg/day). At a 2-year review (Fig. 2),
the patient had no ischemic symptoms such as abdominal
pain, indicating good perfusion of the bowel maintained by
the collateral vessels. In addition, the level of inﬂammatory
indices was normal which made him free from hormone
therapy.DISCUSSION
Aneurysms of SMAAs constitute 5.5% of all visceral aneu-
rysms3 and tend to increase in size; as a consequence, the risk
of rupture increases. As long as these patients can anticipate a
Figure 1. (A) The three-dimensional reconstruction shows the superior mesenteric artery aneurysm and stenosis of the aorta. (B) A branch
was directly derived from the aneurysm below which has another one with similar supplying region (C). (D) Angiography after stenting
showed good preservation of other branches.
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should be treated surgically.4 However, the standard surgical
exclusion is associated with a higher risk of intestinal
ischemia. In recent years, endovascular therapy with stent-Figure 2. Two-year follow up (by computed tomography angiog-
raphy) conﬁrms the total exclusion of the superior mesenteric
artery aneurysm.grafts has become a feasible therapeutic option for SMAAs.
The femoral route is preferred; however, in difﬁcult situations,
such as an acute downward angulation or non-availability of
the femoral route due to stenotic disease, other approaches
should be taken into consideration. Generally speaking,
the sheath for a stent-graft is usually larger than that for a self-
expanding stent. In this case, the thinness of bilateral brachial
arteries might cause difﬁculty in endovascular treatment;
therefore, the CCA approach was adopted. It is an uncon-
ventional way, which theoretically increases the chance of
cerebral ischemia. Applying a purse-string to suture the
puncture site meant there was no need to control the distal
and proximal parts of the CCA, which was least likely to incur
neurological sequelae. However, there are no reports of large
sample cases of SMAAs using stent-grafts, and to our
knowledge this is the ﬁrst report of SMAA treated via the CCA
approach. It is an alternative to the routine femoral approach
when unfavorable anatomic limits exist and the efﬁcacy
should be evaluated on the basis of longer follow-up.
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